August 1939 


IX THIS ISSUE 


lodontic Management of the 
hronic Draining Tooth ....344 


lrocolloid for Multiple 


acket Crowns 
Simple All-Acrylic Partial 
Yenture—Part Two 


ical Impressions of a New 
nalgesic Combination 


implified Procedure for Im- 
ediate Dentures—Part One 358 


vical Extension of Buccal 
nd Lingual Folds for Greater 
enture Retention 


'Editor’s Page 
ical and Laboratory 


evestions 


icine and the Biologic 
‘lences 


tra-Angles 
‘A Complete Table of Contents 
Appears on page 343) 


Cover Ilustration—Liddelow 
article, page 352 


TH. 
OF MiCHIGAR 


UG 25 1960 





= = 
2938 


cs & & 





4aj/Dag |PS4aAIULF ANOA Bas 


Beh te ee 


JGIND YOO) WWId-1VNG LNIGINFJA-IVAINN MIAN FHL HLIM AdldIdS 








‘Ayisorsadns uaaoid 
yO S401a4UD I4SH/d jo 
uolja]asS ajqissod ysapHpoigq 
@YUs @PlAosd aul] jUBPHBZA 
@AHIUSIP a4} Of PEPPH 
spjow mau Aupw ay] 


SGIOW MiN 





Hi ges a | doe Bite 








— 





3aIND Uuo10>D Ivia-Ivwna 
LN3GIN3A-OVAINN 
yum Apiveds 


"$OUIGDD SPINS PIOW OY! OF 
Ajispe@ Y2DY4D 4DYY SABMDIP 
4204s-4yjoo} Buryrsjow ul 
paijddns dip sjuawjiossp 
jUBPLH3ZA PUD 2>DwAIUH 
‘MIDYD BU4 4D ASN 404 





a 


PURE MULL. 
*** 951440 YNOA 
a ¥O4 301ND GIOW 
INIGIMIA ONY 
DVAINN V 139°°" 
TIL ECOMLAT EDU L 
YNOA TIV) 


GIOW LNIGIN3IA 





INIWLYOSSYV 
IGINS GIOW IVAINN 


/ 


‘ 
cee ORK: ARAMA 
ees 4 


veal 


Jainso 
GiOW IVAINN 


SIgIND GIOW 
oLNIGIaIA GNV .VAINN 








DUAL—DIAL COLOR GUIDE 


.. Dental 
lhigest 


Registered in U.S. Patent Office 


About Our 
(CONTRIBUTORS 


Martin H. Berman, B.S. (New York Uni- 
y versity, 1934), D.D.S. (New York Univer- 
| fity, College of Dentistry, 1937) is engaged 
m general practice and has published previ- 
0 usly. For his first appearance in DIGEST 
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ENDODONTIC MANAGEMENT 


of the Chronic Draining Tooth 


MARTIN H. BERMAN, B.S., D.D.S., Floral Park, New York 


DIGEST 
The continually discharging, or 
commonly called “wet” root 


frequently a_ vexing 
problem in endodontic manage- 


canal, is 


ment. The ever present serous, or 
seropurulent flow resists efforts 
to produce a root canal climate 
suitable for the canal filling. In 
many instances, because of the 
extraordinary number of unfruit- 
ful visits made by the patients, po- 
tentially valuable abutment teeth 
or otherwise serviceable teeth fall 
victim to the extraction forceps. 

This paper presents a practical 
analysis of the problem, indicates 
the reasons for the difficulty in 
treatment, and suggests a ration- 
ale for successful management of 
these troublesome and stubborn 


Cases. 


Analysis of Problem 

In the main, many of our difficulties 
may be traced to concern for endo- 
dontic procedures performed within 
the root canal, and too little concern 


for the outer periapical region, which 
is the locus from which the discharge 
originates. Operators have assumed 
that mechanical debridement of the 
canal, irrigations, and a variety of 
medications sealed into the canal over 
a period of visits represent the meth- 
od of successful management. Un- 
fortunately, these procedures often 
lead to failure. 

Cause of Drainage—It should be 
recognized that the source of the 
continued discharge is the periapical 
bone which is involved in an osteitis. 
Even though the contents of the canal 
may have been cleansed of all ne- 
crotic and degenerated tissue, as long 
as the periapical bone is inflamed, 
the canal will be wet. It therefore 
follows that once the canal is de- 
brided, attention must be given to 
the periapical bone. Eiiminate the in- 





I. 

Persistent drainage occurred in this 
case. The canal was left open for two 
weeks. Aureomycin was _ prescribed. 
The canal was filled with silver point 
and antiseptic cement. 


flammation, and the drainage is con. 
trolled. 

Surgical Principle Applied —- The 
first step in this procedure is to ap. 
ply sound principles of surgery. A 
draining wound must be allowed to 
drain: Seal it and healing is pre. 
vented. 

Root Canals Remain Open—The 
technique in this procedure is to open 
the root canals at once and let them 
remain open! Make no effort to close 
the canals until a satisfactory period 
of time has been allowed for complete 
drainage. Then, as will be outlined 
further, the canals are closed in one 
visit, including the completion of the 
root canal filling. 

Medication in Canals—While it is 
possible that medicaments in the can. 
al may produce a sterility within the 
interios of the canal (provided the 
canal is dry), the achievement of a 
similar effect upon the periapical 
bone is doubtful. 

Passage of Medication Doubtful— 
The apical orifice of a tooth is far too 
small to permit free and unhindered 
passage of medications from within 
the canal to the surrounding bone. 
All too often the patient returns visi 
after visit, every conceivable medica 
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tion is placed into the canal, yet the 
canal persists in remaining wet. 


Resolution of Periapical 
Inflammation 

The only sure and reliable method 
of achieving a resolution of the peri- 
apical inflammation is by the means 
of antibiotics, taken internally. Then, 
and only then, can we be certain that 
medication is reaching the vital bone 
areas concerned. Dentists should have 
no reluctance about using antibiotics. 

Preferred Approach—In this meth- 
od (1) the acutely involved nonvital 
tooth is opened and light mechanical 
cleansing is done to ensure free flow 
of fluids. (2) Hot saline applications 
are applied by the patient to the tooth 
and surrounding areas for a period 
of time sufficient to relieve the acute 
symptoms. (3) No effort is made to 
close the canal during this period 
even though a period of weeks may 
be required for drainage. 

Endodontic Treatment in One Visit 


'—The actual endodontic procedure 


a 


3. 

Although this case did not 
shox, bone involvement, 
ther: was considerable dis- 
tharze. Achromycin was 
use’. The canals were fill- 
ed «th silver points and an 
antiseptic cementing ‘me- 
dius as described in the 
text, i 





AUCUST 1959 


} 


A case with considerable discharge. 


The canals were left open for two 
weeks. Achromycin was prescribed. Sil- 
ver point root canal fillings with anti- 


septic cement. 





is then completed in one visit, and 
the tooth closed. 


Procedural Steps 

The routine is as follows: 

1. Two days prior to the time the 
patient is to appear for endodontic 
treatment, he begins taking a broad 
spectrum antibiotic by mouth. Achro- 
mycin,® 250 milligrams by mouth, 
every six hours round the clock. 

2. On the third day the patient 
appears in the office. The tooth is 
isolated. The interior of the cavity is 
cotton dried, the chamber sterilized 
with Morson’s Creosote, while the 
entire tooth is sterilized with 1-1000 
Aqueous Solution Zephiran Chlor- 
ide.® 

3. The canal is lightly cleaned with 
undersized broaches, being careful 


| 
: 
i 
| 





not to pass through the apex. Irriga- 
tion of the canal is now commenced, 
using 3 per cent hydrogen peroxide. 
Hydrogen peroxide is nonirritating, 
assists the debridement, and produces 
antisepsis. A minimum of fifteen min- 
utes is required for thorough oxy- 
genation of the canal, replenishing 
the peroxide at frequent intervals. 

4. The canal is thoroughly dried 
with sterile paper points. (Air is nev- 
er used as it may cause emphysema. ) 

5. Mechanical preparation of the 
canal now takes place to prepare the 
root canal for the filling. Proper in- 
strumentation cannot be overstressed. 
Broaches, files and reamers, are used 
to achieve a canal suitable to receive 
the filling. The canal is filled with 
either gutta percha, or silver points 
in conjunction with an antiseptic ce- 
ment. The tooth is now completely 
sealed. 

Antiseptic Cement—The following 
preparation has given much success 
over a period of years. The formula 
is by Buckley. 
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4. 


Graphic illustration of the management of a chronic draining nonvital tooth. The 
periapical inflamed bone receives the benefit of systemic antibiotic therapy, while 
the root canal is managed with local endodontics via the chamber orifice. 

It should be emphasized that at no time during the treatment is the root canal 
sealed. It remains open at all times providing the draining fluid with free access 
to the exterior. Any fluid that backs up adds to the chronicity of the problem. Hot 
saline applications applied locally to the tooth and surrounding tissues assist with 
the drainage and improve the vascularity of the area. 

It is not until a satisfactory level of antibiotic substances has permeated into 
the periapical bone via the systemic route that local endodontic procedure is in- 
stituted. This is completed in one visit and the canal sealed. Antibiotic therapy 
continues as described in the text. 
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Powder: Zinc Oxide __.20 Grams 





Rosin 18 Grams 
Thymol Iodide 1.2 Grams 
Thymol 


(powdered) 1.0 Grams 

Liquid A: Absolute Alcohol 

Liquid B: Eugenol 

The two liquids are kept separate, 
and are mixed on the slab equal parts, 
before the powder is incorporated 
to produce a medium heavy creamy 
mix. 

6. The patient continues taking the 
antibiotic as prescribed, the same 
day as the root canal treatment, and 
for two days afterwards. 


Conclusion 

A solution to the vexing problem 
of the chronic discharging “wet” 
canal, is presented. It involves the 
sound surgical principal of allowing 
a draining wound to drain without 
hindrance. The actual endodontic 
procedure is accomplished from start 
to finish in one visit, while the pa- 
tient is under the influence of a 
“bracket” type of systemic antibiotic 
treatment, the antibiotics being taken 
before the root canal treatment to 
bring the periapical osteitis under 
control, and also the same day as the 
endodontic treatment. The antibiotic 
treatment is continued for two ad- 
ditional days. 

2 Whitney Avenue 








Lactobacillus 
Therapy of 
Aphthous Ulcers 


Canker sores may be effectively 
treated with a suspension of lacto- 
bacilli (Lactinex). When 2 tablets 
of the medicament are dissolved in 
the mouth with milk four times a 
day, Don J. Weekes, M.D., of Har- 
vard Medical School, Boston, finds 
that the ulcers heal and symptoms 
disappear rapidly, often within 
two days. Some relation may ex: 
ist between the bacterial suspen 
sion and changes in salivary phos- 
phate and acid phosphatase. 
From New York J. Med. 58: 
2672-2673, 1958, in Modern Med: 











icine 27:82 (Jan.15) 1959. 
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HYDROCOLLOID 


for Multiple Jacket Crowns 


N. J. SACHS, D.D.S., Jamaica, New York 


DIGEST 
One of the most desirable and 
rewarding techniques in restora- 
tive dentistry is the porcelain 
jacket crown. Because of its es- 
thetic qualities this restoration is 
demanded more frequently than 
any other by the patient as an 
anterior replacement in_ the 
mouth. This article presents an 
illustrated step-by-step procedure 
from the preparation of the 
tooth to the final cementation of 
multiple jacket crowns. This tech- 
nique requires only two visits by 
the patient: (A) at the first visit 
the teeth are prepared so that an 
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accurate impression of the sub- 
gingival area can be reproduced 
with the use of hydrocolloid, and 
(B) on the second visit cementa- 
tion of the finished jacket crown 
is completed. 


Procedure Simplified 

With the introduction of more effi- 
cient cutting tools such as carbide 
and diamond stones, the time re- 
quired for preparation of the teeth 
has been considerably shortened. The 
laborious procedure of stripping the 
enamel with so-called heatless stones, 
chisels, and discs is no longer neces- 
sary. The entire procedure can now 





be performed with a minimum of 
cutting instruments and with greater 
dispatch. 

Proper Armamentarium Necessary 
—For the impression-taking proper 
armamentarium is absolutely essen- 
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tial for consistent results. The use of Hydrocolloid Conditioner Useful— thermostatically controlled is of vital 
hydrocolloid is not recommended The initial investment in an excellent importance for consistent results with 
with make-shift appliances. hydrocolloid conditioner that is this technique. 
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Case One Illustrated 

Figure 1—Four upper anterior 
porcelain jackets are to be construct- 
ed. The right upper central is non- 
vital. All other upper incisors have 
large mesial and distal silicate res- 
torations. 

Figure 2—The teeth are prepared 
and black No. 8 or button and carpet 
cotton thread is tucked under the 
gingiva around each tooth. This 
thread was previously immersed in a 
solution of ephedrine sulfate or ra- 
cemic epinephrine 8:100, was then 
allowed to dry and was cut into con- 
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venient lengths for clinical use. 

Figure 3A—Festooned aluminum 
shells are placed on the prepared 
teeth. These help to maintain the 
cotton thread subgingivally while the 
tray is filled with hydrocolloid. Fig- 
ure 3B shows these crowns held in 
position by the patient biting into 
soft wax. 

Figure 4—Hydrocolloid is chilled 
with tap water, not ice water, for 7 
minutes and allowed to remain with 
no water circulating for an additional 
3 minutes. 


Figure 5—The cast is immediately 


poured in a good stone. The stone 
should not be too heavy a mix but 
should flow easily into the troughs 
created by the cotton thread and 
should not fold over the delicate crit- 
ical areas of the gingival sulcus. 

Figure 6—The model is trimmed 
below the gingival areas exposing the 
shoulder several millimeters. 

Figure 7—Another hydrocolloid 
impression is taken of this prepared 
model and metal dowels are luted 
to the center of each tooth impression 
and then to the hydrocolloid. 


Figure 8—Sawing a model to sep- 
arate dies. 

Figure 9—Model showing individ- 
ual dies. 

Figure 10—Porcelain jackets com- 
pleted on model. 

Figure 11—Lingual view. 

Figure 12—Jackets 
after cementation. 


immediately 


Case Two Illustrated 

Figure 13—The space left by the 
uper bicuspids congenitally missing 
had been closed orthodontically. 
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Spacing of the upper anteriors could 
not be closed in this manner. - 

Figure 14—The teeth are prepared 
for porcelain jackets. 

Figure 15—Hydrocolloid impres- 
sion is taken with a water-cooled tray 
after gingival retraction as in the 
previous case. 

Figure 16—Stone model is poured 
immediately. 

Figure 17—Trimmed stone model 
is shown exposing the shoulder of the 
prepared teeth. 

Figure 18—Fine jeweler’s saw is 
used for separating dies after the 
second hydrocolloid impression was 
taken of trimmed model. 

Figure 19—Model is shown with 
individual dies. 

Figure 20—The die is partly re- 
moved exposing the metal dowel. 
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Figure 21—Porcelain jackets in 
biscuit bake on the model. 

Figure 22—Completed jackets on 
the model. 

Figure 23—Case before prepara- 
tion. 

Figure 24—Jackets 


after cementation. 


immediately 


Case Three [Illustrated 

Figure 25—The six upper anteriors 
show extensive erosion cervically with 
mesial and distal cavities on all these 
teeth. 

Figure 26—Prepared teeth are 
shown prior to retraction of gingival 
tissue and impression. 

Figure 27—Temporary coverage 
with plastic shells is made by paint- 
ing acrylic inside the alginate im- 
pression of the original condition. 








Figure 28—Model of poured hy: 
drocolloid impression. 

Figure 29—Individual dies on the] 
articulated model. 

Figure 30—Porcelain 
the model. 

Figure 31—Mouth before prepara: 
tion. 

Figure 32—Immediately after i: 
sertion of jackets. 


jackets on 


Conclusion 

The accuracy of hydrocolloid wher 
properly used is unquestioned. The 
elimination of individual impressiom 
of each tooth, amalgam or copper 
plated dies, transfed copings. plaste! 
impressions, and try-ins cuts down 0 
the margin of error attendant with 
many of these procedures. 
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The Simple ALL-ACRYLIC 


Partial Denture=Part Two 


K. P. LIDDELOW, F.D.S., R.C.S., (Eng.), H.D.D. (Edin.), London 


DIGEST 

This is the second and concluding 
installment of a two-part ariicle 
which presents a step-by-step pro- 
cedure for the construction of a 
simple, all-acrylic partial den- 
ture. The problem of the open 
bite is discussed and procedures 
for dealing with this problem are 
illustrated. 


Finishing 

When the model has been prepared, 
the teeth are set up, and the case 
waxed, flasked, and finished. On de- 
flasking, while the general trimming 
is being accomplished the following 
points require attention: 

(1) The fitting surface of the den- 
ture adjacent to the gingival margins 
will exhibit well defined sharp ridges 
of acrylic (Fig. 7A). These should be 
stoned away for a depth of 1 to 2 
millimeters and the surface - gently 
rounded and polished (Fig. 7C). This 
will ensure that the denture does not 
actually touch the gingival margin 
and even if it settles it will not dam- 
age the margin. Even under a denture 
prepared in such a manner some de- 
gree of deterioration of the gingival 
margin may be expected but it will 
be far less than the damage done by 
a denture which impinges on the 
margin. 

(2) That part of the denture which 
fits against the teeth should be pol- 
ished as highly as the other polished 
surfaces of the dentures (Fig. 7C). 


Author’s Note: Grateful acknowledgments are 
made to R. Cocker, M.B., m= & .S., and 
W. Smith for some of the photographs which il- 
lustrate this article, and to the Staples Press 
Limited for use of blocks from their publication, 
Clinical Dental Prosthetics, to produce Figures 11 
and 15 (First Installment). 
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The small amount of acrylic removed 
by polishing will not spoil the slight 
frictional grip and it will enable the 
patient to remove the thin film of 
food which inevitably collects round 
such areas. 

(3) The fitting surface of the pal- 
ate should be examined for signs of 
roughness; any sharp points or edges 
should be removed. The troughs rep- 
resenting the rugae should be slight- 
ly deepened with a large rose-head 


bur. If the palate of the model is 
deeply fissured and convoluted (Fig, 
4A) the quickest and most satisfac. 
tory way in which to prevent rough. 
ness of the surface and produce slight 
relief is to adapt a sheet of tin 00l. 
inch thick over the area before wax. 


ing up. 


The Open Bite 

The causes of the open bite may 
be of clinical or technical origin. All 
too frequently the technician is 
blamed for an open bite which in 
reality has resulted because the den- 





Pencil of surveyor, and undercuts defined by it blocked out with plaster of paris 
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tist failed to obtain the correct bite 
in the first place. 

Technical Causes of Open Bite— 
Two common errors in procedure will 
contribute to the open bite: 

(A) One is a continuation of a 
fault already mentioned, that is, fail- 
ure to occlude the plaster models so 
that the plaster teeth truly represent 
the occlusal relationship of the natu- 
ral ones. If assembling of the models 
is left to the technician such factors 
as wax recoil, excess of wax, warping 
of wax, and rubbing of plaster teeth 
may contribute to the error. For this 
reason it is strongly recommended 
that the models be united by means 
of wire strips or sticks at the chair- 
side after the comparison with the 
natural occlusion has been made. 

(B) A common technical fault is 
the gradual opening of the bite as the 
artificial teeth are set up. Frequently 
in partial cases the vertical or inter- 
alveolar space for a tooth is limited. 
The tooth is ground, but not sufh- 
ciently, the articulator is closed force- 
fully and the opponent plaster tooth 
rubbed, and the bite thus opened 
slightly. The posterior teeth are usual- 
ly the chief offenders in this matter 
and if such a case is observed critic- 
ally it will be seen that the anterior 
teeth are often 1/16 of an inch out 
of occlusion. This is frequently 
masked by the overbite on the model 
if viewed casually from the front. 
When such a set-up is tried in, the 
elasticity of the wax and the normally 
slack fit of the trial bases often al- 
low these errors to pass unnoticed 
and they only become apparent when 
the unyielding finished case is fitted. 

Processing—The causes of bite open- 
ing during processing are two-fold: 

(A) Failure of the two halves of 
the flask to meet due to the extrusion 
of acrylic flash causing an increase in 
the vertical dimension by the amount 
of this failure. 

(B) The artificial teeth are driven 
into the plaster containing them (1) 
as a result of excessive pressure ap- 
plied through the acrylic resin, (2) 
softness of the plaster, or (3) weak- 
ness or lack of support of the plaster. 

Flasking—Two methods of flasking 
are possible for partial dentures: 

(A) The model and artificial teeth 
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Flask with Perspex window. 








are invested in one-half of the flask 
and plaster caps are built over the 
occlusal surfaces of the teeth to sup- 
port and hold them in position during 
the boiling-out of the wax and the 
packing and curing of the acrylic. 
The-plaster in the second half of the 
flask merely acts as a ram to force the 
soft acrylic into the space which was 
occupied by the wax. This method is 
referred to as packing through. 

(B) In the second method the case 
is flasked so that after boiling out the 
wax and separating the two halves 
of the flask the model is in one half 
and the teeth in the other. This meth- 
od is referred to as reverse packing. 

Information Obtained on Phenom- 
enon — A _ cinematograph study 
through a Perspex window let into 
the slide of a flask has given much 
information on the irritating problem 
of the alteration of tooth position 
during packing in both methods of 
flasking. 


Procedures Illustrated 
Figure 22—This picture illustrates 
the flask with the Perspex window. 
The investing plaster, the model, a 
tooth, and the supporting wax can be 
seen in cross section. In these studies 
a saddle consisting of four teeth set 
up in the normal manner has been 


used. The thickness of the plaster 
caps and the distance between the 
teeth and the model and the time and 
rate of closure of the flask varies with 
each experiment. 

Figure 23 — Frame enlargments 
from a Kodachrome cine film dem- 
onstrate how the alteration in tooth 
position occurs in a case packed by 
the method of packing through: 

(1) In the first frame the support- 
ing plaster cap (Fig. 23A) is seen 
intact supporting the tooth. 

(2) In the second and subsequent 
frames as the acrylic flows between 
the model and the tooth under the 
influence of the plaster wedge of the 
second half of the flask a crack is just 
discernible occurring to the middle 
of the plaster cap. A space has de- 
veloped between the buccal cusp of 
the tooth and the plaster cap. 

(3) In succeeding frames the space 
gradually increases and the crack 
widens and deepens. In Figure 23B 
frame 4, which is a continuation of 
the film some seconds later, the plas- 
ter cap is seen to be completely frac- 
tured and mal-positioned and in the 
film when projected the tooth can be 
seen to rise into the space which has 
developed above it. 

Method of Prevention—The follow- 


ing steps may be taken: 
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(1) Use deep, well-supported caps 
and place the model at the bottom 
of the flask. 

(2) Pack the acrylic at the correct 
dough stage. ; 

(3) Close the flask slowly. 

(4) Refrain from adding extra 
acrylic and performing a_ second 
closure. 

Figure 24 — A single retouched 
frame from a cine film taken through 
a Perspex window of a flask pre- 
pared for examining what occurs 
when the reverse method of packing 
is employed: 





24. 

The black line on the plane of which 
the cusps of the tooth were situated 
before the wax was boiled out runs 
slantingly across the top third of the 
frame. Note the cracks in the plaster 
and the fact that the cusps are above 





the black line now that the acrylic has / 
been packed. 





(1) A thin black line is scribed 
across the Perspex window so that it | E. 
lies on the plane of the extreme tips of | 8 
the cusps before opening the flask 
after the investment. D 

(2) The wax is boiled out, the M 
acrylic dough packed, and closure | y 
of the flask accomplished. 

(3) At first the dough flows easily 
but when the flask is almost closed a 
and the flash thin the pressure inside 
the flask obviously increases; suddenly 
cracks develop in the plaster sup- 
porting the tooth and the tooth is 

th 
driven slightly into the plaster. In 





Figure 24 the cracks are shown in : 
the supporting plaster of the re- (1 
verse half of the flask. The fact that (3 
the cusps now lie above the black 
line indicate that the bite has been | ° 
opened. Tl 
A Method of Flasking to Prevent 
Teeth Being Driven into Plaster— e 
This method of reverse packing in th 
which a space is made for the in- T 
evitable flash by painting the plaster - 
surface of the first half of the flasked th 
case with a thin film of wax before | © 
pouring the reverse half, thus pro- af 
viding a space for the flash has been th 
23A and 23B. successful in several filmed trials. 
(A) Frame enlargements from a Koda- 1, each case the flow of acrylic con- | © 
chrome cine film illustrating the frac- Riciaiih ali aati diciains of the jo 
ture of a plaster cap. (B) Retouched Pp (] 
alternate frames showing greater de- flask was obtained and no pressure th 


tail. Frame 4 is further on in the film built up inside and no cracking of 
than shown in A, and shows the ulti- the plaster was visible. The cusps of § Jo 


mate fate of the tooth. Note how the 1h. teeth returned at full closure of} '8 





space between the tooth and the ridge te Baik tn thale comet velatiet ul, 
has increased and the cracked and : ; te 
Broken cap. ship with the black line. 
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Conclusion 

In practice the method described 
here gives consistently good results 
in partial cases with little or no in- 
crease in the vertical dimension of 





the denture due to processing faults 
and this technique is strongly advo- 
cated as a means of prevention of 
bite opening during processing. 


Adapted from British Dental Jour- 
lam 101:411 (December 18) 1956. 


| 
Oral 


Maniblestations of 


Systemic Diseases 


E. CHERASKIN, M.D., D.M.D. 
Birmingham, Alabama 


Differences Between the 
Mouth and Other Organs 
While, fundamentally, most of the 
oral cells and tissues are no different 
from those observed in the foot or 
abdomen, there are special cells and 
tissues which give to the mouth the 
singularity not found anywhere else 
in the entire body. Put more simply, 
the mouth is different both structur- 
ally and functionally from other areas. 
This uniqueness is best exemplified in 
(1) the temporomandibular joint, 
(2) the teeth, and (3) the unusual 
physiologic role of the oral cavity. 

The Temporomandibular Joint — 
This structure is a joint and one 
would expect it would be subject to 
the usual articular disorders. This is 
well borne out by the fact that rheu- 
matoid arthritis, osteoarthritis, and 
the infectious arthritides involve the 
temporomandibular joint just as they 
afflict the interphalangeal joint spaces, 
the elbow, or the back. 

A Special Articulation: At the 
same time, the temporomandibular 
joint is a special articulation because 
(1) it is in effect two joints, (2) it is 
the only articulation where the right 
joint must always know what the left 
is doing, and (3) it is the only artic- 
ulation which is at the mercy of the 
teeth. It is important to recognize 
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that the temporomandibular joint is 
a ginglymoarthrodial articulation. 
This means that it possesses a hinge 
component and a sliding action. 

Hinge Action: When the lower jaw 
is depressed slightly from the point 
where the teeth are in occlusion, the 
joint acts in a purely hinge fashion. 

Sliding Action: If the mandible is 
further lowered, the condyle slides 
downward and forward along the ar- 
ticular eminence of the temporal bone. 
The joint now demonstrates a trans- 
latory or sliding action. Thus, it is 
clear that there are actually two ar- 
ticulations which give to the joint 
a special significance. 

Interrelated Movements: Cursory 
inspection will prove that it is impos- 
sible for the right condyle to move 
without a change in the position of 
the left joint. Finally, the temporo- 
mandibular joint is at the mercy of 
the teeth. Should one or more teeth 
be malposed, then the jaw will be 
displaced when the teeth are brought 
together. Such constant microtrau- 
mata can eventually lead to arthro- 
pathy. 

The Dental Apparatus—The most 
obvious distinctive feature of the oral 
cavity is the presence of teeth and 
associated periodontal tissues. Little 
attention is generally paid to the fact 
that herein lies a most delicate mech- 
anism. For example, it is not general- 
ly recognized that sheets of paper, 
differing from each other by a few 
thousandths of an inch in thickness, 
can be differentiated by biting down 
upon them. 

Delicate Mechanism: An extremely 
sensitive proprioceptive mechanism is 
housed within the periodontal mem- 
brane which envelops the roots of the 
teeth and a similar apparatus is built 
into the muscles of mastication. 

Teeth Create Problem: From a 
purely pathologic standpoint, the 
presence of teeth creates problems not 
encountered elsewhere: (1) tumors 
of the oral cavity are benign or ma- 
lignant, epithelial, or non-epithelial, 
(2) oral tumors are either odonto- 
genic or nonodontogenic. This creates 
additional diagnostic and therapeutic 
problems. It is safe to conclude that 
the oral cavity is structurally different 


from other areas by virtue of its den- 
tal apparatus. 

The Unusual Physiologic Role of 
the Oral Cavity—It should be clear 
that the mouth, from evidence thus 
far given, is structurally unique. But 
even more important are the func- 
tional demands placed upon the oral 
cavity. Here is a mucosal cavity, 
much like the vagina and rectum in 
its anatomic design which is expected 
to perform miracles which would 
never be asked of any other mucosal 
surface. 

Reactions to Trauma: At one mo- 
ment the oral mucosa must cope with 
the insult of boiling coffee and freez- 
ing ice cream. Surprisingly enough, 
it fares well under such trauma pro- 
vided it is in excellent health. But in 
the presence of slight imbalance, le- 
sions appear in the oral cavity when 
no lesions are evident in any other 
area. 

Oral Symptoms Clinical Evidence 
of Disease: There is now ample proof 
that disease, in general, is a function 
of the product of a systemic substrate 
and local irritating factors. For ex- 
ample, (1) a scorbutic animal will 
show evidence of scurvy except in the 
one immobilized extremity; (2) con- 
versely, a scorbutic guinea pig will 
show more pathologic change in the 
one extremity to which has been at- 
tached a weight; (3) pellagra may 
first become evident when the patient 
steps out into the sun and develops 
dermatitis. Obviously, the patient was 
just as pellagrous a moment before 
the cutaneous eruption. But it took 
the local irritation of actinic rays to 
produce the eruption. Since the mouth 
is under constant microtraumata, it 
is clear why a systemic disease may 
first become clinically apparent by 
way of oral symptoms or signs. 


Conclusion 

The mouth may be regarded as an 
excellent barometer of disease. It is, 
therefore, quite understandable why 
over 200 systemic diseases make their 
clinical debut with oral complaints 
or observable signs. 

Adapted from Journal of the South 
Carolina Medical Association 58:No. 
2 (July) 1957. 
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Clinical Impressions 


of a NEW ANALGESIC COMBINATION 


KENNETH R. RANKIN, D.D.S., Ocean City, Maryland 


DIGEST 
The combination of ethohepta- 
zine citrate and acetylsalicylic 
acid has been evaluated for the re- 
lief of pain caused by dental in- 
fections and for pain following 
extraction or simple oral surgical 
procedures. The study reported 
here was undertaken (1) to test 
the analgesic effectiveness of the 
combination, and (2) to deter- 
mine its side effect liability in pa- 
tients commonly encountered in 
general dental practice. 


Study of Dental Pain 

A study was conducted over a period 
of fourteen months, during which 
time 187 patients presenting painful 
dental conditions sufficient to warrant 
medication were investigated. The age 
of the patients ranged from 12 to 
66 years; 111 patients were men, 
72 women. , 

Medication Prescribed—For the 
majority of the patients 2 tablets of 
Zactirin® (Wyeth) every 4 hours 
were prescribed. Each tablet contain- 
ed 75 milligrams ethoheptazine citrate 
and 325 milligrams acetylsalicylic 
acid. 

Medication Advised at Onset of 
Pain—F or moderate and severe pain, 
2 tablets every 4 hours were pre- 
scribed routinely. For mild. pain, 1 
tablet every 4 hours was given. All 
patients were advised to take medica- 
tion only if pain was experienced. 
The difficulty of controlling the pa- 
tient after he leaves the office is ap- 
parent in the fact that 38 patients 
took the medication prior to onset 
of pain, though they had been advised 
to take medication after onset of pain. 
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Degree of Pain Analyzed—The de- 
gree of severity of pain, the degree of 
relief experienced, and the instances 
of side-effects were determined by 
analyzing reply forms received from 
the patients in most cases; a direct 
interview was possible in some pa- 
tients who returned for further treat- 
ment. The questions asked involved 
four possibilities in each instance: 
Degree of severity of pain was indi- 
cated as (1) excruciating, (2) se- 
vere, (3) moderate, or (4) mild. (It 
is interesting to note that not a single 
patient reported his pain as “excru- 
ciating.”’ ) 

Pain Relief Reported—Degree of 
relief experienced was expressed as 
(1) completely relieved, (2) mostly 
relieved, (3) partly relieved, or (4) 
not relieved. 

Side Effects—When possible, pa- 
tients were questioned personally con- 
cerning side effects. Otherwise, a ques- 
tion on the postal-reply form con- 
cerned (1) whether or not side effects 
were experienced, and (2) what these 
were, if any. 


Results 

The pain experienced by the 187 
patients was caused by dental infec- 
tions: pulpitis, periodontitis, peri- 
coronitis, periapical osteitis, odontal- 
gia, and pulp hyperemia, and pain 
after extraction of from 1 to 10 
teeth, or after other surgical proced- 
ures. The vast majority of the pa- 
tients were treated for postoperative 
pain. Ethoheptazine citrate with 
acetylsalicylic acid was administered 
to these patients in 1 to 12 doses 
over time periods of one to three 
days. In addition to this medication 


for pain relief, 15 patients received 
oral or parenteral penicillin for con- 
trol of infection. 

Terms Employed—For the pur. 
poses of analysis, a combination of 
complete relief and significant relief 
(mostly relieved) has been consid- 
ered as satisfactory relief. Partial re- 
lief and no relief have been consider- 
ed as unsatisfactory relief. 

Pain Relief Compared—Table | 
shows the comparison of degree of 
pain experienced with the degree of 
relief achieved, as reported by the 
187 patients in the series. 

Explanation of Results—Of the 
187 patients in the series, 175 (94 
per cent) reported no side effects. 
The 12 patients (6 per cent) who did, 
reported such symptoms as drowsi- 
ness, chills, dizziness, excessive sweat- 
ing and nausea and vomiting. The 
gastrointestinal episodes may have 
been from blood swallowed during 
prolonged hemorrhage from mouth 
tissues. 


Discussion 

Pain is purely subjective and re- 
sponse to it and to analgesics varies 
widely. Thus, in an evaluative study 
of the efficacy of an analgesic, 
methods of gathering reliable data 
are extremely difficult to establish. If 
a patient is not to be seen more than 
once, data can only be obtained by 
use of the questionnaire. This is es- 
pecially true in a transient popula- 
tion such as the one from which 
these patients were drawn. The val- 
idity of observation is confirmed by 
continued use and on the favorable 
evaluation, although subjective of 
the degree of pain relief experienced 
by the patients. The consistency of 
pain relief, experienced by the great- 
est percentage of patients suffering 
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Degree No. of Per cent of Satisfactory Unsatisfactory he 
of Severity Patients Total Relief—Percent Relief—Per cent Traresm msSsiore 
Mild 70 37 95 5 
Moderate 71 39 95 5 Throu gle Dental 
Severe 46 25 89 11 





enemas 


from all severities of pain, bears out 
the observation and conclusions pre- 
sented by other investigators of the 
ethoheptazine citrate and acetylsali- 
cylic acid combination. 


Summary and Conclusions 

A combination of ethoheptazine 
citrate and acetylsalicylic acid, a non- 
narcotic analgesic, was used clinic- 
ally in patients with dental infections 
and in patients following dental sur- 
gical procedures. The patients pre- 
sented themselves in the course of a 
general dental practice. The analgesic 
was tested to determine its effective- 
ness and side effect liability in these 
patients : 

1. The combination of ethohepta- 
zine citrate and acetylsalicylic acid 


is an effective analgesic for pain as- 
sociated with dental infections com- 
monly seen in general dental prac- 
tice. 

2. This analgesic combination is 
also effective for relief of postextrac- 
tion pain. 

3. It is the impression of the in- 
vestigator that this analgesic com- 
bination is as effective as codeine in 
combination with acetylsalicylic acid 
since it was used with equal or bet- 
ter results in conditions where for- 
merly codeine and _ acetylsalicylic 
acid were employed. 

4. Side effects were infrequent 
and mild, and less debilitating to the 
patient than those experienced with 
other analgesics of similar potency. 

109 North 8th Street 





Sedatives and Tranquillisers 


WILLIAM SARGANT, F.R.C.P. 


Conclusions 

Clearly sedation should not be 
given to patients without attempts 
also being made to deal with en- 
vironmental and other stresses that 
may be a cause of the anxiety and 
tension. But it is a commonplace in 
general practice that the giving of 
judicious rest to the nervous system 
by sedation can often make prob- 
lems which had temporarily seemed 
insuperable to a patient become 
quite easy to handle again. It is 
worth bearing in mind that the 
normal brain generally adjusts to 
its environment, and, as was obvi- 
ous during the last war. the normal 
brain can tolerate extremely bad 
environments indeed for long peri- 





ods of time. Likewise the last war 
also showed in a most convincing 
manner what is just as true in 
peacetime — namely, that once 
breakdown happens it is compara- 
tively easy to abort acute neurotic 
reactions if proper sedative treat- 
ment is given in time. But neurotic 
reactions are much less easy to treat 
when new abnormal patterns of be- 
havior and thought have been al- 
lowed to become thoroughly in- 
grained in brain function through 
the lack of adequate sedation early 
in the illness. It may truly be said 
that a grain of sedative in time 
saves nine. 

From British Medical Journal 
5104:1096 (Nov. 1) 1958. 
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Restorations 


Problem 

A 32-year-old woman who has many 
silver restorations in her teeth, who is 
otherwise in good health, and whose 
only diagnosable disease is a chronic 
anxiety state claims that for many 
years she has been able to hear radio 
programs even when the radio is not 
turned on. This occurs from time to 
time, and if she turns on the local 
station she finds that what she has 
been hearing in her ears is the same 
program that is currently playing. She 
lives with her husband on a farm, and 
there is no neighbor’s radio nearby. 
It has been said that occasionally 
silver restorations can do this sort of 
thing. Is this legend or fact? 


Discussion 

When certain metals and their 
oxides are in a strong signal field of 
a radio transmitter, rectification may 
occur with the reception of the signal 
without the usual receiving equipment. 
This has occurred from radiators, 
faucets, and electric stove heating 
units but never from amalgam restora- 
tions. It is assumed that the farm on 
which the patient lives is not near a 
powerful radio transmitter. If so, a 
more intensive study of this unusual 
complaint should be made to deter- 
mine whether other members of the 
household hear these radio programs. 
If the programs are heard only by the 
patient, the diagnosis and treatment 
are obvious. In view of the known 
anxiety state of the patient, the chief 
complaint should be evaluated more 
critically. 

Adapted from Questions and An- 
swers, Journal of the American Medi- 
cal Association 169:1271 (March 14) 
1959. 
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A Simplified Procedure 


for IMMEDIATE DENTURES = Part One 


JOSEPH STEWART FROST, D.D.S., Pittsburgh, Pennsylvania 





I. 


2. 


Upper cast, labial view. Spacing, position, and color of Upper cast, palatal view. Note spacing of teeth. 
natural teeth will be duplicated in the finished denture. 


DIGEST 

This article describes a method 
of constructing immediate den- 
tures which the general practi- 
tioner may complete in his own 
office and laboratory. Extraction 
procedure is succeeded by the 
denture insertion so that all 
phases of prosthetic dentistry are 
retained in the office of the prac- 
titioner. The result is the produc- 
tion of dentures of high quality 
which require little attention up- 
on completion and few, if any, 
adjustments. 


Most PATIENTS prefer immediate den- 
tures and as little interference with 
the normal pursuits of their daily lives 
as possible. With the new prosthetic 
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Individual compartments are used for each case. An aluminum bread pan meas- 
uring 5% by 9% inches will hold the mounted case, records, measurements, and 
teeth selected. Name and proposed date of completion may be attached with 
paper clip. 
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Selection of anterior teeth. Three molds may be required to duplicate the natural 
teeth for one case. Two or more shades may be necessary. In this case the molds 


required are M51C for centrals, M45C for laterals, and M48C for cuspids. 


‘materials now available full or partial 


immediate dentures can easily be pro- 
vided as a routine procedure for pa- 
tients of all ages, and in all conditions 
of health. Immediate dentures, which 
are far superior to those produced by 
a commercial laboratory, can be made 
by any dentist of average skill, in 
general practice, in his own office and 
laboratory, with or without the help 
of his dental assistant. 


First Appointment 
The patient should be informed 
that an exact duplicate of his teeth 


D>. 

Trimming the central incisor. Plastic 
teeth are used for anteriors because of 
their translucency, excellent color, ease 
of trimming, and repolishing. Laterals 
may be rotated half way around with- 
out difficulty. 

6. 

Cutting away the central incisor from 
the case. A six-inch scroll saw with a 
straight, not spiral, blade is used. One 
tooth is prepared and waxed in at a 
time. 

7 

Completion of cutaway for the upper 
central incisor. Cut the cast to the 
depth desired for the subsequent an- 
terior alveolar trimming which takes 
place at the time of the extraction. 


can be made if desired, including 
irregularities, spacing, rotation, and 
color which have made these partic- 
ular teeth an important feature of the 
patient’s personality. 

Changes May be Made—In many 
cases the patient would like to have 
changes made which could improve 
his appearance. He should by all 
means be permitted to discuss his 
dental problems freely. If the dentist 
communicates his own confidence to 
the patient the entire discussion will 
be of short duration and the results 
will be positive. 

Time Limit Stated—The patient is 
informed that the period of time to 
be covered by the service extends 
over a period of twelve months fol- 
lowing the final extractions. During 
this time the mouth will be in a con- 
tinuous state of change. The time 
limit applies to all, is accepted with- 
out comment, and is effective. 

Financing Discussed—At the first 
visit, budgeting, if desired, may be 
arranged. If an exodontist is to per- 
form the surgery .and insert the den- 
tures now is the time to arrange for 
that. Provision may be made for prior 
extraction of the posterior teeth two 
weeks before extraction of the an- 
terior teeth. The patient should be 
assured that excellent healing, often 
without pain, may be expected with 
immediate dentures. 

Impression Taken — At this visit 
impressions are taken using a hydro- 
colloid or other suitable material. 
Special attention should be paid to 
procuring an accurate reproduction 
of the palate. The number and con- 
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Palatal view of the upper central cutaway. Close-up view of central cutaway. Note depth of cut. 





dition of the natural teeth remaining 
in the mouth is of no consequence. 
The patient is dismissed with an ap- 
pointment for several days later. 


First Appointment— 
Laboratory Time 

The impression is poured within 
one half hour using a hard laboratory 


stone, colored blue. The color coding 
is helpful to untrained office assist- 
ants. No boxing is needed. After sep- 
aration, two hours later, the cast is 
trimmed with a saw for convenience 
in handling and so that it will fit into 
the bronze flask during the water bath 
processing. Provision is made for the 
safe keeping of the master cast and 
the records of the case. These records 
cannot be duplicated after the teeth 





10. 

Wax-up of central incisor. The tooth is 
first trimmed to match the natural 
tooth and then is waxed in place with 
the inclination and spacing unchanged. 


Il. 

Close-up of cutaway for the lateral in- 
cisor. The cast is cut away to the depth 
desired for the subsequent alveolar 
trimming for each anterior tooth. The 
cut is definite and the lateral cut is in 
line with the central cut. 


12. 

Wax-in of previously prepared lateral 
incisor which is trimmed and placed 
to match the position of the natural 
tooth. 
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Cutaway of cuspid. Note angle of cut, deep at the mesial, 
shallow at the distal. The bicuspids are cut away to the gin- 
gival margin only. The angle of cut will merge with both 


anterior and posterior cutting line. 
14, 
Wax-in of prepared cuspid. 


15. 


The cast is trimmed for the upper bicuspids. It is trimmed 


16. 


to the gingival margin only so that it will not impinge upon 
or irritate the healing tissues. This simple precaution usually 
prevents denture soreness. 


Wax-in of the two upper bicuspids. Note the space between 
the cuspid and first bicuspid. This area is especially notice- 


able during smiling and laughing and should be included 
in the duplicating procedure. 





have been cut off the cast. A useful 
method is to keep each case in a sep- 
arate aluminum bread pan. 


Second Appointment— 
Chair Time 

At the second appointment several 
days later, the patient should be re- 
laxed for the registration of the nor- 
mal centric position which is taken 
at this time. 

Aid to Relaxation—To help relax 
the patient a simple pink wax mockup 
is placed in the mouth. This device 
is of little value to the dentist but will 
give the patient an idea of what is 
planned. Do not extend this wax to- 
ward the sensitive areas of the throat. 
After removal of the wax mockup an 
accurate centric bite is taken: 

1. The operator does not, at any 
time, mention the misleading word 
“bite” in the patient’s hearing. To 
take the bite soften low heat pink 
baseplate wax, roll it into two or three 
thicknesses, place on the lower teeth 
or ridge and say, very clearly, these 
specific words, “Close on your back 
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teeth.” Usually anyone can under- 
stand these words and the attempt to 
close on the posterior teeth will re- 
sult in an adequate bite. 

2. With a few of the natural teeth 
remaining the procedure is not difh- 
cult. 

As there is no actual try-in for 
immediate dentures the bite must be 
accurate. Various other devices may 
be used to obtain the bite. Occasion- 
ally an extra appointment will be 
necessary. 

Color Chosen—The shade of the 
six anterior teeth should now be taken 
for the record, one by one. A wide 
range of colors may be present and 
their duplication desired. The molds 
may also be recorded directly from 
the mouth, and _ rechecked later 
against the cast. In case of doubt a 
larger mold should be used to allow 
for extensive trimming. 


Second Appointment— 
Laboratory Time 

The following steps are taken: 

1. Pour a duplicate cast using the 


same (blue) laboratory stone as be- 
fore. This may be used as a reference 
during the setup. In case of damage 
to the original, make a second dup- 
licate, all of the same stone. All refer- 
ences are lost when the teeth are 
trimmed off the master cast. 

2. The case is mounted on a stand- 
ard two-piece articulator. 

3. Due to the trimming necessary 
plastic teeth are well suited for the 
anterior as they are easy to repolish 
and can be rotated without the pins 
interfering. 

Worn silicates and simulated gold 
restorations may be added. Nonana- 
tomic porcelain teeth are used for the 
posterior to eliminate the possibility 
of wear and consequent closing of 
the bite. 

4. A tooth is selected from the as- 
sortment ordered for the upper left 
central incisor. It is trimmed and 
otherwise prepared to reproduce all 
of the characteristics of the natural 
tooth together with such imperfec- 
tions as may be desired. 

5. The natural tooth is trimmed 
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trom the cast. Using a six-inch scroll 
saw with a standard, not a spiral 
blade, cut out only the left upper 
central incisor from the cast. Cut 
away the alveolar process on the la- 
bial for this one tooth only to the 
depth desired to serve as a guide for 
the final alveolar trimming. Wax in 
the prepared tooth. Duplicate the po- 
sition. Refer to the duplicate cast 
repeatedly. 

6. Select the adjoining lateral in- 
cisor from the assortment and trim 
the tooth. Cut away the natural tooth 
from the cast with the saw extending 
the alveolar cut at the depth desired. 

7. Continue with the adjoining up- 
per left cuspid. 

8. With the three upper anterior 
teeth waxed in, move the field of 
operation to the lower left anteriors. 
Prepare these teeth and trim away 
the alveolar process to the depth de- 
sired. Wax in. 

9. Continue with the lower posteri- 
or teeth on the left bicuspids and 
molars. Use the narrowest nonana- 
tomic teeth available made of porce- 
lain. Narrow to reduce pressure, 





18. 

Cutaway of cast for molars. Cut to tis- 
sue margin only. No alveolar trimming 
is necessary except in cases of gross 
malformation. 


19. | 

Wax-up of left upper molars. They will 
articulate with the lower molars which 
have been previously waxed in to posi- 
tion. The final position of the upper 
teeth is determined by the placement 
of the lowers. The upper teeth may be 
made of porcelain or plastic, the oc- 
clusal surfaces wide and flat. 


17. 





Wax-up of lower posterior teeth. They are placed directly over the center of the 
crest of the ridge. The upper molars will occlude or articulate with them. Use the 
narrowest nonanatomic teeth available, made of porcelain to minimize wear on 


the narrow occlusal contact surfaces. 





porcelain to ensure permanence. Use 
flat plane principle of articulation. 

10. With the saw cut away the teeth 
to the gingival margin. Do not cut 
any of the alveolar process here. This 
simple precaution usually eliminates 
the need for denture adjustment dur- 
ing the first two months. Wax in the 
teeth directly over the center of the 
ridge with the point of greatest oc- 
clusal impact toward the lingual. Im- 
mediate dentures protect the ridge so 
that there is much less shrinkage, 
knife edged ridges are rarely seen. 
The presence of the denture stimu- 
lates the formation of a large square 
type ridge which does not change 
later. 

11. Upon completing the left lower 


return the field of operation to the 
left upper. Cut away the two bicuspids 
to the gingival margin only and wax 
in. Use nonanatomic porcelain teeth, 
flat and wide, to match the lower teeth 
and compensate for biting errors. The 
upper teeth are articulated with the 
lower teeth in the posterior and their 
position is determined by the lower 
teeth placement, not by a bite block. 

12. Cut away the left molars to the 
gingival margin only and wax in. 

13. At this point all of the left 
teeth have been waxed in to place. 
Recheck with duplicate cast for gen- 
eral alinement and appearance com- 
paring with the remaining untouched 
natural teeth left on the ridge, upper. 
and lower. 
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20. 
Buccal view, completed wax-up of left upper teeth before 
festooning. 
ai. 


Palatal view of wax-up of left upper teeth. 


22. 
23. 





Palatal view of complete wax-up before adding palate. 


Palatal view, final wax-up of upper denture. No try-in is 


possible as the natural teeth are not removed until the time 


of the denture insertion. 





14. Move field of operation to right 
upper anterior area and proceed in 
the same way. One tooth is trimmed 
and waxed in at a time. 

15. Move to lower right anterior 
area and proceed as described. Wax 
in. The lower anterior teeth often re- 
quire adjustments to enable them to 
clear the uppers. They may be in- 
clined toward the lingual. The an- 


teriors should not touch in the rest 
position, the posterior should touch 
with the point of greatest pressure in 
the area of the second bicuspid and 
first molar in the lower. 

16. Proceed to the right lower bi- 
cuspids and molars. 

17. Return to right upper posterior 
teeth, complete the wax-up. Refer to 
cast for final lineup, and appearance. 


18. Wax the palate, and determine 
the posterior margin by an accepted 
method. No try-in is possible. No 
postdam is used before the first re- 
line, which occurs two months later. 
Wax up all of the flanges to a thick- 
ness of only one millimeter. 


(End First Installment) 
185 Noble Avenue 





Nutrition 

JEAN MAYER* 

It can be seen that, far from coming 
to a dead end with the solving of the 


_ Associate Professor of Nutrition, Harvard 
University School of Public Health, Boston, 
Massachusetts. 


7 





classic deficiences, the scope of the 
science of nutrition has expanded 
considerably in the past few years. 
The nutritional aspect should be 
considered in the treatment of any 
patient, not just the pediatric, ob- 


stetrical, or postoperative patient. 


In many ways nutrition is the single 
most important aspect of the en- 
vironment of a patient. 

From Postgraduate Medicine 
25:95 (Jan.) 1959. 
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Muscle attachments at the level of the alveolar ridge which 
would interfere with the seating of a partial denture. 


2. 


retention. 
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Postoperative view. The newly created buccal fold which 
permits construction of a longer buccal flange with greater 


SURGICAL EXTENSION of Buccal and Lingual 


Folds for Greater Denture Retention 


ROBERT L. PEKARSKY, A.B., D.D.S., Rochester, New York 


DIGEST 
The success of any denture de- 
pends on the condition of the tis- 
sue upon which it fits. When first 
examined, however, the mouths 
of many patients present almost 
insurmountable difficulties to the 
completion of a satisfactory den- 
ture. Many of these cases can be 
helped by surgery. The patient 


should not be permitted to leave 





Model showing (darker portion) the increase in the labial 
flange of an upper denture that is obtainable with the 


surgical ridge extension operation. 
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the office with a denture that fits 
improperly because of an oral 
abnormality; he should be in- 
formed before the denture is 
made that surgical correction is 
necessary. This article indicates 
the situations in which surgery 
will aid in improving retention 
and describes in detail the tech- 
nique successfully used in many 
cases by the author. 


4. 
Model showing (darker portion) the increase in the labial 
flange as well as the increase in length posteriorly of the 
lingual flange on a lower denture as a result of the surgical 
ridge extension operation. 


Conditions That can be 
Corrected 

Some of the conditions which can be 
remedied by oral surgery are (1) 
soft tissue lesions that so often appear 
on the ridges, and (2) the presence 
of shallow buccal or labial, and lin- 
gual sulci. 


Factors Favorable to 
Dentures 

The edentulous mouth which is 
‘ideal’? for dentures must have (1) 
adequate buccal and lingual sulci, 
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(2) no adhesions or scar tissue bands 
to prevent seating of the denture, and 
(3) no soft tissue enlargements or 
hypertrophies on the ridges or in the 
buccal folds. 
Causes Contributing to 
Shallow Sulcus 

Some of the causes of 
sulci are the following: 

(a) Long-standing periodontal dis- 

ease 
(b) Bone infection 


shallow 





(c) Loss of bone over a period of 
years 


er | Correction of Shallow 
Labial Sulcus 

Correction may be accomplished 
by the surgical ridge extension op- 
eration introduced by Kazanjian? in 
1924. This operation is helpful in 


situations which involve loss of labial 


1 6. 





D. 

Case requiring surgical ridge extension 
because of loss of labial sulcus at at- 
tachments of muscle high on alveolar 
ridge. 





Case illustrating marked inflammatory hyperplasia of the 


Maxillary ridge is palatal to the large mass. Removal of the 
hyperplastic tissue along with surgical ridge extension is 


upwards or downwards on the den- 
ture and displacing it. Denture re- 
tention is thereby increased. 
Indications for the Surgical Ridge 
Extension Operation—(a) Loss of 
normal mucobuccal fold by scar tis- 
sue or muscle bands attached high 


tively. 


along the top of the ridge. (b) Mark- 
ed loss of alveolar bone or atrophy 
over a period of years. 

Operation Valuable in Wounded 
Soldiers—In a United States Army 
Hospital in Korea, it was noted by 
the author that many soldiers who 
had suffered oral shrapnel wounds 
with resulting loss of teeth and soft 
tissue were left with scar bands that 
prevented the proper seating of a 
partial denture. After excision of 
these adhesions, and surgical deep- 
ening of the buccal sulci, the pros- 
thodontist was able to construct a 
successful denture. 


Surgical Procedure 

To complete the surgical ridge ex- 
tension operation the following steps 
are taken: 

1. An incision is made on the oral 
surface of the lip or cheek about one 





indicated prior to construction of a new denture. 
tissue with loss of labial sulcus from ill-fitting denture. ‘J, 


Same case as that shown in Figure 6, five days postopera- 





as well as the buccal maxillary fold. 
The principles are the same for either 
upper extension in the maxilla or 
lower extension in the mandible. 
Retention Increased by Scar Tis- 
sue—In some patients, it may not be 
possible to deepen the fold signifi- 
cantly, but the resulting scar tissue 
that delimits it will hinder action of 
the upper or lower lips from pushing 





abial 
f the *Kazanjian, V. H.: Surgical Operations as 
ateal Related to Satisfactory Dentures, Dent. Cosmos 
gica 66:387. 1924. 
*Caliwell, J. B.: Lingual Ridge Extension, J. 
Oral Surg. 13:287-292 (October) 1955. 
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3. 
Surgical ridge extension operation. Ini- 
tial incision shown by dotted lines. 


and one-half centimeters away from 
the ridge. This incision extends 
through the subcutaneous tissue 
down to the bone. 

2. By careful dissecting, the tissue 
is undermined and lifted up to the 
base of the anterior nasal spine and 
canine fossa. (Some of the bone from 
the nasal spine can be removed to 
attain additional height in the an- 
terior maxillary region.) At this 
stage, if any scarred tissue’is present, 
it can be dissected away. 

3. The resulting flap is_ then 
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stretched and sutured over the freshly 
formed bony ridge. This is probably 
the most difficult part of the opera- 
tion. Sutures with fine atraumatic 
needles attached are useful to sew the 
mucosa to the friable periosteum. 

Tissue Taken from Lip—lIn this 
way tissue is taken from the lip to 
line a new longer buccal fold. The 
sulcus has been deepened by increas- 
ing the alveolar ridge by one and one- 
half centimeters in vertical dimen- 
sion. 

Postoperative Splint Used—The 
denuded mucosa on the lip or cheek 
is covered by undermining, stretch- 
ing, and suturing it to the baseline of 
periosteum. The use of a splint post- 
operatively has been found to give a 





th 


fi 


better result. The splint can be made 9. 
before the operation on a prepare d Surgical ridge extension operation. Preparation of flap. 


model. The patient’s denture can be 10. 





New labial sulcus now created. Flap sutured in place. Splint inserted. 
used by adding quick-curing plastic 


to the flanges. For smaller areas, sur- 
gical cement can be added to the den- 
ture in the area extended. 

Measure to Increase Stability—A 
lingual ridge extension operation has 
been developed by Caldwell? which 
enables the lingual flange of a lower 
denture to be extended posteriorly. 
This procedure will not only increase 
the stability of the lower denture, but 
it will also prevent dislodging of the 
denture with chewing action. 


210 Chestnut Street 





12. | 
Upper splint shown on actual case. 


13. 


Lower plastic (clear) splint shown on 


actual case. Attached to mandible by 


circumferential wiring. 








Type of plastic splints used in surgical ridge extension operation. 
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WitH almost every technical advancement men are 
required to learn new skills. The firing of an inter- 
continental missile requires a skill different from 
shooting a bow and arrow. The pilot of a jet plane 
must have a training and experience different from 
the driver of an ox cart. So it is in dental practice: 
the dentist who uses high and ultra speed for tooth 
reduction is required to have a different orientation 
from the dentist who reduced tooth bulk laboriously 
with a foot pedal engine. 

In common with all new technical developments 
there have been misconceptions concerning high and 
ultra speed techniques. Some dentists have resisted 
these advancements because they doubted their abili- 
ty to adjust themselves to something new. Fear of the 
unknown and patterns of rationalization have always 
been major reactions of mankind. Resistance to put 
aside the familiar and to learn new skills are also 
common defensive reactions. 

Other dentists have set up resistance to new pro- 
cedures and equipment because they did not under- 
stand the advantage involved. For the dentist who 
investigates the new high and ultra speed equipment 
there is only one sensible answer: if he does not in- 
stall such equipment he will be lost in the competitive 
race for patient patronage and acceptance. Every pa- 
tient expects his dentist to be progressive. 

Until the present time no one dentist had the enter- 
prise or energy to investigate and evaluate the vari- 
ous types and kinds of high and ultra speed equip- 
ment. That situation has been corrected. Harold C. 
Kilpatrick, D.D.S. has published a book on the sub- 
ject that is a model for all authors on technical 
subjects." The book is practical and down to earth as 
all books on engineering and mechanical subjects 
should be. The various types of equipment are de- 
scribed, illustrated, and evaluated. The maintenance 


and care for each type is described and the dentist 


_—_——. 


"Kilpatrick, Harold C.: High Speed and Ultra Speed in Dentistry, Phila- 
delphia, W. B. Saunders Company, 1959. 
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is told explicitly how he may be his own trouble- 
shooter. This one section is invaluable to the dentist 
who is confronted with a technical problem with his 
equipment and does not know what practical remedy 
is indicated. 

High and ultra operating speeds require a lighter 
touch and considerably less pressure than is used 
with old type equipment. The speed of tooth reduc- 
tion is so great that the operator must be on the alert 
that he does not remove too much hard tissue. Kil- 
patrick in his training suggestions recognizes these 
differences: 

“The dentist who is starting the use of high speed 
and ultra speed must not be misled that he has a 
foolproof instrument at his command. Properly 
used, ultra speed is an extremely safe and easy 
method of reducing tooth structure. Because of its 
rapidity of cut, the operator must be more alert than 
with the low speeds. He must have good visibility at 
all times despite the fact that, with a spray coolant 
hitting the preparation, it is sometimes difficult to 
see the critical areas. 

“It is essential that the operator practice for at 
least several hours with his instrument of choice on 
extracted teeth, and it is equally important that he 
visualize his cuts in advance. Before each cut is made 
he must have a starting and a terminating point 
firmly established in his mind. In this way the 
operator will develop lasting confidence in his abili- 
ty to use high speed and ultra high speed equipment 
safely and effectively.” 

Mechanical subjects require explicit instructions. 
Kilpatrick writes in exact terms that will please the 
practicing dentist. He describes the performance of 
the different pieces of equipment. He suggests the 
exact tools to use to execute different operations. He 
tells what the dentist may do himself to correct over- 
heating, excessive vibration, expulsion of oil, worn 
bearings, and other technical problems that may 


arise with these new precision instruments. 
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Clinical and Laborato 


Tooth Protection During Cavity Preparation 
William F. Jelinek, D.D.S., Rhinelander, Wisconsin 


I. During high speed procedures it is necessary to protect the 
proximating tooth. A copper band makes a suitable protection. 


Control of Pulpal Hemorrhage 
Richard M. Adams, D.D.S., Chatham, Massachusetts 
2. To control hemorrhage during pulpotomy or pulpectomy place 


a thin powdery layer of Surgizel® (absorbable cellulose, hemostatic) 
over the remaining pulpal tissue. 


Alginate Fill-in for Lower Impressions 


William H. Stallings, D.D.S., Akron, Ohio 


Be Take the lower alginate impression first. Mix an extra amount 
of alginate for the upper impression. Use this to fill the center 
portion of the lower impression. This will create an even centef 
portion on the model that will not require trimming. 


READERS Are Urged to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, DENTAL Dicest will pay $10 on_ publica 
tion. 


You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will makef 
suitable illustrations; write a brief description of the} 
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SUGGESTIONS ... 


Cold Cure Acrylic Repair 
Gerald J. Marcucci, Philadelphia 


4. Fibers of Fiberglas® sprinkled on the still soft cold cure den- 
ture material will readily become incorporated into the acrylic to 
increase the strength of the repair. 


Adapting Shellac Baseplate 


Milton Cooperman, D.D.S., New York 


%- Use an electric hair dryer to soften the shellac baseplate for 
adaptation to the model. This source of heat is more satisfactory 
than the heat from a flame. 


Airotor® Maintenance 


K. R. Hansen, D.D.S., Missoula, Montana 


G. Round the sharp edges of the tool that is used to remove burs 
from the plastic chuck. The rounded edges will prevent cutting the 
side of the chuck. 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
lurn io page 381 for a convenient form to use. 

Send your ideas to Clinical and Laboratory Suggestions 


=, DENTAL DicesT, 708 Church Street, Evanston, 
Ino:s, 


AUGUST 1959 
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Snake Bite— 
Treatment 
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The problem of tissue destruction is 
not appreciably solved by the com- 
monly recommended treatment for 
snake bite. This is the tourniquet, 
multiple incision, and suction method. 

It appears that cryotherapy is su- 
perior to the tourniquet, cut and 
suction method. Snake venoms pro- 
duce their harmful local effects 
through the action of enzymes or 
enzyme-like substances. Any _tech- 
nique that permits the venom to re- 
main concentrated in the body at nor- 
mal temperatures provides optimum 
conditions for tissue destruction. Al- 
though incision and suction may re- 
move some venom, the most efficient 
technician can hope to remove only a 
relatively small part. 

The advantages of cryotherapy are 
that it prevents rapid absorption of 
the lethal neurotoxic factor, inhibits 
bacterial activity, provides ample 
time for the correct administration of 
antitoxin, and benefits the emotional 
condition of the patient by providing 
an effective anesthetic action. The 
usual severe pain experienced in pit- 
viper venenation is absent. 

Successful cryotherapy requires a 
series of seven steps: (1) A ligature 
should be placed at once between the 
bite and the body, but as near the 
point of entrance of the venom as pos- 
sible. The usual type of tourniquet is 
not adequate as it will permit the 
spread of the venom. A_hemostat 
should be used, especially if the bite is 
on one of the digits. (2) A piece of ice 
should be placed on the site while a 
suitable vessel of crushed ice and wat- 
er is being prepared. (3) The member 
should then be put in iced water well 
above the point of ligation. Iced water 
initially is preferred to ice packs, since 
the thermal conduction in iced water 
is much greater. (4) After the en- 
venomed member has been in the iced 
water for not less than 5 minutes, the 
ligature should be removed, but the 
member should be kept in the iced 
water for at least 2 hours. (5) The 
member is packed in finely crushed 
ice. Since pit-viper venoms may stay 
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in the area for 14 hours or more, the 
cryotherapy will have to continue for 
a minimum of 24 hours. The bite of 
a snake having a length of 4 feet or 
more may require 3 or more days of 
continuous cryotherapy. If ice is not 
immediately available, other methods 
for reducing the temperature may be 
employed. The most effective mediums 
are the bottled gases under pressure, 
such as those in fire extinguishers 
(carbon dioxide). (6) The patient 
should be kept warm and after the 
first 24 hours removal of the enzymes 
from the site will be hastened if the 
patient is kept somewhat uncomfort- 
ably warm. (7) The warm-up after 
cryotherapy must be gradual. It can 
be accomplished by allowing the water 
in which the member is immersed to 
come to room temperature gradually. 
These steps may be followed by sup- 
plementary therapy if necessary. 





Stahnke, H. L.; Allen, R. M.: 
Horan, R. V.; and Tenery, J. H.: The 
Treatment of Snake Bite, Amer. J. 
Trop. Med. 6:323-335 (March) 1957. 
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It is quite difficult to decide which 









Moles 


moles should be excised and which 
moles can be considered relatively 


safe. In general, there are five main — 


groups of melanomas. These are junc- 
tional nevus, intradermal nevus, com- 
pound nevus, juvenile nevus, and blue 
nevus. 

Grossly the junctional nevus is flat 
and only slightly raised, hairless, and 
of various shades of pigmentation 
from light tan to black. There is a 
characteristic distribution of this 
nevus. Usually it is found on the geni- 
talia and extremities, particularly be- 
low the knees and elbows. Recognition 
of a potentially malignant nevus or 
frank melanocarcinoma of the mucous 
membrane is difficult due to the fact 
that 50 per cent of the mucous mem- 
brane lesions are nonpigmented. They 
present difficulty both in clinical and 
microscopic diagnosis. The head and 
neck are the next frequent sites, with 
the trunk having the lowest incidence. 
The clinical recognition is important 
because they are potentially danger- 
ous nevi. 

The intradermal nevus may be 
smooth, papillary, or hairy and of 
various shades of pigmentation. The 
lesions are seldom found below the 
knee or on the hands or genitalia. In- 
tradermal nevi are rare before pu- 
berty. Clinical recognition of this 
lesion is of considerable importance 
because intradermal nevi do not un- 
dergo malignant change. 

The compound nevi represent a 
combination of the junctional nevi 
and the intradermal nevi. Some con- 
tain hair and some do not. If a pa- 
tient has a nevus that spontaneously 
loses its hairy characteristics, it sug: 
gests a junctional change and perhaps 
a malignancy. Approximately 98 per 
cent of moles examined before pu- 
berty will show a compound con- 
ponent while only 12 per cent of 
adult moles will show this picture. 

The microscopic appearance of the 
juvenile nevus closely resembles the 
appearance of the adult malignant 
melanocarcinoma. Melanocarcinoma, 
however, is rare before puberty. Due 
to the malignant appearance of juven- 
ile nevi under the microscope, many 
unnecessary radical procedures on 
children have been performed. 

(Continued on page 372) 
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The first tooth is a family triumph! . . . Each 
succeeding tooth, to the total of 52, should be of 
major interest to parents . .. Show parents on a 
dynamic time-wheel what teeth should appear 
where and at what time. 


Actual size 75%” diameter 


|The TOOTH ERUPTION CALCULATOR shows the rotate to show upper and lower teeth through 14 stages 
dental development from birth to adulthood—when all of development. 
the teeth are due for appearance in the mouth. Every dentist and physician will want the TOOTH 
Although there are 44 separate views of the child’s ERUPTION CALCULATOR in his office to demonstrate 
| mouth on this chart, parents will not find it confusing, tooth development to the parents of children. 
for only the two (or four—in the case of mixed denti- Every dentist and physician will also want the TOOTH 
| tion) which apply to a certain age level are visible at one ERUPTION CALCULATOR to give to parents for home 
| time. The dials (one on each side of the two-sided chart) use and patient education. 


“uw 
" tetetate to ht tk A kk A A kk | eee SK KK CS SSK SEE EO OEE BOE ES SESS SESS 


‘ l f | hh 1 Printed in COLOR 
f tl d Iges $1.00 each, 6 for $5.00 
§ 1005 Liberty Ave., Pittsburgh 22, Pa. 


TOOTH ERUPTION CALCULATORS 


Bill me through my dealer 











RESTORATION 
OF TEETH TO 
ORIGINAL 
CONFORMITY 
NOW POSSIBLE 








The Jordan Separator and Matrix Retainer 
This instrument separates the teeth. Provides original space for septal 
tissue. Reduces edema and stops hemorrhage. 


Matrix is held in perfect contact at the gingival, with sufficient slack 
for perfect contact and conformity. No wedge is necessary. 


Injury to restoration is impossible, because the matrix is removed to 
the buccal by releasing the screw on the lingual. 


The matrix not against the cavity, may be cut narrow enough to pass 
gingivally to contact point, with equally excellent results. 
Contact your dealer for information, Price $18.50. 


JORDAN ENGINEERS, P. 0. Box 4913 


“ 


Jacksonville 1, Fla. 














The blue nevus is usually located in 
the buttocks or dorsum of the hands 
and feet. They are flat and smooth, 
extremely dark, brown to blue-black, 
and hairless. Rarely do they become 
malignant. 








An Outstanding Contribution to 
Dental Education and Practice 


COLUMBIA DENTOFORMS 


From a humble start 39 years ago, Colum- 
bia Dentoforms have played an increasingly 
important role in dental education. Today 
every dental student in the United States 
and Canada “cuts” his first teeth on Dento- 
forms, for we supply Dentoforms to every 
dental college in the U. S. and Canada and 
to many in other lands. 


In these 39 years there have been many im- 
provements and additions to Dentoforms 
to meet the ever more exacting demands of 
teachers. Today, Dentoforms number over 
a thousand and present conditions the stu- 
dent will encounter in practice. And in 
graduate years, Dentoforms continue to 
help clinicians in postgraduate education 
and to help the busy practitioner in his 
endless task of patient-education by show- 
ing the better dentistry he seeks to give. 


Visit Booth 719 at the Centennial Meeting. 
Ask to see #903, a new and very useful aid 
for the practicing dentist. 


COLUMBIA DENTOFORM 
CORPORATION 


“The House of A Thousand Models” 
131 East 23rd St., New York 10, N.Y. 





372 





Because of the differences between 
prepubertal moles and adult moles 
there appears to be some endocrine 
influence on the growth of nevi and 
melanocarcinoma. Also some _hor- 
monal influence is suggested by the 
fact that the presence of melanocar- 
cinoma in one area of the body acti- 
vates junctional nevi in distant areas 
of the body. In the female, cutaneous 
carcinoma has a better prognosis. And 
often melanocarcinoma is aggravated 
by pregnancy. 

Change in size, color, and ulcera- 
tion with minimal trauma represent 
possible malignant change. Ulcera- 
tion in a diagnosed melanocarcinoma 
gives a poor clinical prognosis despite 
the size or absence of metastases. 

Surgery should be utilized to re- 
move potentially malignant lesions. 
These lesions that have had an ade- 
quate wide excision with surround- 
ing normal skin, should probably be 
treated conservatively until such time 
as recurrence occurs. 


Cammack, Kirk V.: Moles—Benign 
or Potentially Malignant, J. Michigan 
Med. Soc. 55:1353-1354 (November) 
1956. 
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Anyone can learn the techniques 


Hypnosis 


of hypnosis. Trances may be induced 
to relax the patient, relieve pain or 
anxiety, facilitate the recall of tr..u- 
matic events, or regress the patient 
to earlier periods in life to recapt ire 
significant memories. 

The best subjects are intelligent, 
muscular persons and not neurotic or 
feeble-minded persons. Only psychia- 
trists should hypnotize patients with 
prepsychotic or psychogenic disease, 

The patient must cooperate with 
the doctor and wish to get well if he 
truly wants help. The hypnotist only 
sets the stage, and the patient puts 
himself to sleep by doing what is 
suggested. 

It is not necessary to secure amnesia 
or deep hynosis for therapeutic suc- 
cess. The patient does not need to 
talk while in the trance state. Excel- 
lent results can be obtained without 
probing for psychologic contents. 

The thought process is primary and 
archaic and includes a sense of time- 
lessness without logic or order. Since 
emotions controlled in ordinary be- 
havior are accessible, explosive out- 
bursts of rage and fear frequently 
occur. Humor and perspective are 
diminished. Mobility is symbolic and 
uninhibited, as may occur with drug 
intoxication and some psychoses. 

While in the trance state, the pa- 
tient will not do anything contrary 
to his moral code if the act is sug- 
gested directly. However, the subject 
may steal or attack any indicated per- 
son if the hypnotist says the deed will 
assist his country or protect himself 
or a loved one. 

Subjects almost always awaken 
when so ordered. Patients who fail to 
awaken are either hostile to the hyp- 
notist or enjoy the trance state and 
do not wish to return to a troubled 
life situation. Management of hostil- 
ity and resistance should be included 
in the training of hypnotherapists. 

The authoritative approach is not 
used to any great extent. Present-day 
hypnotherapists employ age-regres- 
sion techniques, revivification, auto- 
matic writing and drawing, parallel 
experimental neurosis, symptom sub- 
stitution, crystal gazing, suggested 
dreams, acting out of phantasy, inten- 
sification, recognition of emotions. 


(Continued on page 374) 
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Analgesia with a plus 








In Oral Surgery 





meperidine-promethazine combined 


ME PEZRGAN 


Promethazine Hydrochloride and Meperidine Hydrochloride, Wyeth 








MEPERGAN is indicated in endodontic, periodontic, and virtually all oral surgery. It may be used 
as an adjunct to local anesthesia or as premedication for general anesthesia. MEPERGAN is appro- 
priate both for the patient requiring several simple procedures in one session and for the patient 
requiring more extensive work. 


e Provides analgesia plus sedative, amnesic, e Permits smaller doses of general anes- 
antiemetic, antihistaminic, and potentiat- thetics 
ing actions 
e Permits smaller doses of narcotic anal- 
e Produces analgesia reported to be twice as gesics by promethazine potentiation 
great as that of its meperidine content 


e Reduces alterations in vital functions by 
e Provides safe basal anesthesia reducing need for depressant agents 


*Trademark 
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Available in TUBEx® disposable sterile-needle units 
Also available in multiple-dose vials 


Pie 


Philadelphia 1, Pa. 
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cushion liners for 








e Cushion Tender Ridges 


e Stabilize Dentures 
e Protect Tissues 
e Reduce return visits for refitting 
e Eliminate needless trimming 
e Provide patient comfort 
e Are easily replaced 
DENTURE 
NU CUSHIONS 





Supplied in pack- 
ages of 2 cushions 
for uppers, lowers 
or partials. Avail- 
able at all drug 
counters or through 
your regular supply 
depot. 


MIDLAND PHARMACAL CORP. 
45 West 45th St., N. Y. 36, N.Y. 
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ENODON® RACK 


Matching numbered holes speed finding and 
replacing files and reamers. Companion dish 
continuously protects and sterilizes. Visual 
inventory gives split second check of com- 
pleteness of set, prevents misplacements. 
Work on two successive patients possible 
without reloading. Rack $12.50. Sterilizing 
Dish $2.50. Set $15.00. 





THE ENODON® GAGE 
. . eliminates measurements and errors 
in gaging distance between crown and 
apex. 








Order from your Dealer. 


YOUNG DENTAL MFG. CO. 
St. Louis 8, Mo. 
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and abreactions against key figures. 





Conn, Jacob H.: What Every Doc- 
tor Should Know About Hypnosis, 
Maryland Med. J. 6:8-14 (January) 
1957. 


Home Postoperative 


Care 
TT} 


When patients are discharged soon 
after surgery, the benefits are shared 
by patients, employers, hospitals, and 
physicians. Usually, prompt dismissal 
is permissable and desirable if the 
surgery is uncomplicated, the pa- 
tient’s general health is good, and the 
patient is comfortable, ambulatory, 
eating and passing flatus, local or 
systemic infection is not evident, 
someone is at home to provide proper 
nursing care, and a family physician 
is available to check progress, change 
dressings, remove sutures and give 
necessary sedatives and antibiotics. 

Most patients benefit psychologic- 
ally from speedy return to the family 
and to accustomed bed and meals. The 
apprehension concerning the opera- 
tion is allayed and recovery is hasten- 
ed. The sooner an environment of ill- 
ness is left behind, the faster and more 
pleasantly is health restored. Also 
home care is less expensive to the pa- 
tient unless he 
coverage. 

Usually these persons return to 
their jobs at an early date. This means 
benefits to both the patient and the 
employer. 

The patient turnover in hospitals 
is hastened: waiting lists are curtailed, 
staff and community relationships 
improve, and a larger number of cases 
can be admitted for teaching purposes. 
Financial burdens lighten because op- 
erating rooms and laboratory facili- 
ties are more constantly employed. 

The importance of the family phy- 
sician is stressed. He then becomes a 
more significant member of the profes- 
sional team and also the doctor- pa- 
tient bonds are strengthened. 

The surgical candidate should be 
informed that postoperative discharge 
will be allowed upon request. This 
will allay his feeling that he is being 


has full insurance 


rushed out of the hispital. As the 
time for dismissal approaches, the 
family physician is consulted and, if 
conditions are satisfactory, the con. 
valescent is asked to select betwee) 
discharge or continued hospital care. 
The patient is assured that the family 
doctor will be given full instructions 
and that the surgeon will also be avail. 
able for telephone and bedside con. 
sultation. Almost all patients prefer 
early discharge. 

Individual circumstances determine 
the duration of hospitalization. Many 
children are discharged the morning 
after herniorraphy and the second day 
after appendectomy. Adults common. 
ly leave the hospital on the third day 
after appendectomy, herniorraphy, or 
thyroidectomy and on the fourth day 
after cholecystectomy. As a rule, pa- 
tients do exceptionally well with ade. 
quate home care. Even superficial 
wound infection, the most frequent 
complication, can be managed as well 
at home as in the hospital. 





Kron, Samuel D., and Satinsky, 
Victor: Early Postoperative Dis. 
charge and Home Care, Gen. Practice 


15:102-103 (February) 1957. 


Osteoarthritis 


It appears that the correlation be. 
tween the degenerative joint changes 
on roentgenograms and actual joint 
symptoms is not impressive. Only 
about 30 per cent of the patients with 
roentgenographic evidence of osteo- 
arthritis describe discomfort of the 
involved site. 

Morning stiffness, however, is ai 
important symptom in the evaluation 
of arthritis. Specifically, the symp- 
toms are stiffness, numbness, or weak: 
ness in any group of joints or mus 
cles that are noted on awakening. The 
symptoms disappear with activity. 

Morning stiffness is independent 0! 
roentgenographic changes and shows 
a greater correlation with joint pail 
than osteoarthritic changes do. Ass0 
ciation of morning stiffness with pail 





is greater in the hands and wristf 


than in the knees. 
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When patients have advanced de- 
generative changes, pain is not severe 
unless morning stiffness is associated. 
Swelling in the hands and wrists 
apparently does not occur without 
morning stiffness, even when the 
osteoarthritis is extensive. The knees 
occasionally swell, however, without 
morning stiffness. 

Local joint symptomatology in pa- 
tients with hypertropic changes is 
rare unless morning stiffness is as- 
sociated. The principal manifestations 
of osteoarthritis without morning 
stiffness is acute development of 
Heberden’s nodes in the fingers. 

Onset of joint pain is usually about 
seven years earlier in patients with 
morning stiffness than in those with- 
out. Recent joint swelling is rare in 
patients with no morning stiffness and 
attacks of pain tend to be brief and 
are frequently precipitated by weather 
changes or excessive exertion. In the 
patients with morning stiffness, the 
symptoms are prolonged, often last- 
ing for several weeks. 

Patients with roentgenographic ev- 
idence of osteoarthritis may be divid- 
ed into symptomatic and asymptom- 
atic groups. In those without morning 
stiffness, joint manifestations tend to 
appear late in life and are slight, 
transient, and frequently associated 
with painful Heberden’s nodes. Pa- 
tients with morning stiffness have 
symptoms suggesting fibrositis, myosi- 
tis, or bursitis. Careful examination 
of the patients disclose the criteria for 
possible or probable rheumatoid ar- 
thritis three-fourths of the time. 


Cobb, Sidney; Merchant, M. D.; 
and Rubin, Theodore: The Relation 
of Symptoms to Osteoarthritis, J. 
Chron. Dis. 5:197-204 (March) 1957. 


“ Subacute Bacterial 
8 | Endocarditis 


a = 


In almost all instances this disease 
is now bacteriologically curable where 
once it was regarded as fatal. Usual- 
ly deaths are due to damage inflicted 


| by the infection prior to therapy. 


The two factors of critical import- 
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ance are prompt diagnosis, and cor- 
rect therapy. The isolation of the 
etiologic organism by blood culture 
is highly important, not only for the 
diagnosis but also for therapy. It is 
possible to obtain positive cultures by 
making from four to six cultures per 
day for one or two days on different 
varieties of good general-purpose 
media. While the results of the cul- 
tures are being awaited, treatment 
may be instituted. 

The etiologic agent is an alpha 
hemolytic or a nonhemolytic Strepto- 
coccus in more than 90 per cent of 
cases. Most of the species of Strep- 
tococci are highly sensitive to peni- 
cillin. Some are moderately resistant 
and a few are frankly resistant. The 
blood cultures are persistently nega- 
tive in 10 to 30 per cent of cases 
of bacterial endocarditis. When a di- 
agnosis seems reasonably probable, 
the patient should be treated with full 
courses of therapy. 

In an average case, the regimen is 
a course of soluble penicillin of two 
to three million units per day given 
in divided doses at intervals of three 
to four hours for six weeks. Attempts 
to shorten the period of therapy ap- 
preciably lead to an increased incid- 
ence of relapse. Recent work suggests 
that one million units of procaine 
penicillin plus one gram of strepto- 
mycin administered intramuscularly 
every 12 hours for a period of two 
weeks is a reliably curative regimen. 
Apparently the bacterial power of 
streptomycin so augments the peni- 
cillin’s effect that sterilization of the 
vegetations is achieved in a relative- 
ly short time. 

The tetracyclines, chloramphenicol, 
and erythromycin are of limited value 
in the treatment of subacute bacterial 
endocarditis even with organs of high 
in vitro sensitivity. In many cases, 
signs of infection are suppressed but 
recur promptly on cessation of ther- 
apy. These agents seem to lack the 
bacterial power necessary for the ster- 
ilization of organisms in the vegeta- 
tions. 

Approximately 70 per cent of pa- 
tients with subacute bacterial endo- 
carditis are cured by modern therapy. 

(Continued on page 376) 
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Failure due to uncontrolled infection 
is rare. Most deaths are caused by 
resulting 


Pigmentation of 
the Oral Tissue 


Problem 

A 16-year-old boy has marked, dark 
pigmentation of the oral tissue, such 
as is ordinarily seen in Addison’s dis- 


congestive _ heart-failure 
from valvular damage inflicted by 
the infection. The only practicable 
solution to these problems appears to 
be earlier diagnosis and therapy. 

ease. However, there are no symp- 
toms of this condition. His 17-ketos- 
teroid level is within normal range, 
and a 24-hour excretion was doubled 


with the use of ACTH. There is no 


Cohen, Sidney: Choice of Antibi- 
otics in the Treatment of Common In- 
fections, Postgrad. Med. 20:483-488 
(Nov.) 1956. 
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evidence of heavy metal poisvning. 
Laboratory studies are within normal 
range. What other conditions should 
be considered with increased gingival 
pigmentation in a boy of this age? 


Discussion 

Pigmentation of the attached gin- 
gival tissues, and at times the oral 
mucosa and lips, will develop in any 
dark-complexioned patient. This phy. 
siologic pigmentation usually devel. 
ops fully during the second decade, 
and is the result of the deposition of 
increased amounts of melanin. Oral 
mucosal pigmentation may also be 
found in patients with intestinal poly. 
posis. It may be present in the fam. 
ilial form of polyostotic fibrous 
dysplasia (Albright’s disease). The 
administration of certain drugs, for 
example quinacrine hydrochloride, 
may be associated with a yellowish 
pigmentation of the oral tissues. In 
the absence of any clinical or ro. 
entgenologic findings suggestive of 
intestinal polyposis or _polyostotic 
fibrous dysplasia, it is most likely 
that the gingival pigmentation is 
physiologic. 

Adapted from Questions and An- 
swers, Journal of the American Med: 
ical Association 168:1296 (Nov.) 
1958. 





Scientists With 
Haltf-closed Minds 


A few brilliant observations en- 
counter fierce opposition from en- 
trenched authorities. Despite this 
the new ideas slowly acquire ad- 
herents. Gradually opposition to 
much of the original propositions 
crumbles. But in the meantime the 
avant-garde of the enlightened 
have stiffened their doctrines into a 
sectarian orthodoxy. Instead of be- 
friending further advances, they 
frequently attack and deride them. 
Certainly not all early adherents to 
a new discovery do this, but those 
who do not often find that loyalty 
to a group requires loyalty to a sel 
of ideas which conflict with dispas- 
sionate examination of later ideas 
and observations. 

From Harper’s 217:69 (Nov-’ 
1958. 
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A New Syndrome: 
Television Collapse 

Most of the unkind words that we hear 
or read about the quality and nature 
of television concern the banality of 
many programs. In their zeal to please 
all people TV producers often turn out 
a product that pleases few. 

An oblique mathematical sense is 
diffused through the TV industry. If 
one quiz show is a success why not 
expose the public to five more of the 
same kind? If one cowboys and In- 
dians makes good entertainment why 
not ten times the fare? If one singer 
gets raves why not dig up another 
dozen singers to show the public? 

Success in any effort encourages 
imitation whether in automobile de- 
sign or literary output. Imitationymay 
be a form of eloquent flattery. It is 
also a form of larceny to be riding 
along on the tail of an idea created 
from the brain power and imagination 
of somebody else. Imitation goes on 
all around us and none of us is com- 
pletely free from the vice. Television, 
however, has made follow-the-leader. 
copy-the-popular an accepted business 
virtue. 

The passive and sedentary role of 
the T-Viewer has some physiologic 
overtones. People are not supposed to 
sit stuffed in gut, slouched in an easy 
chair for hours on end. People have 
muscles that are supposed to be used 
to move them about and blood vessels 
that should be stimulated. Sloth is 
often a precursor to thrombosis. Sloth 
plus overnutrition is a dangerous 
combination by all current medical 
standards. 

There is a television syndrome that 
has been observed and reported by a 
physician in England. Here is what 
he describes in a letter to the British 
Medical Journal: 


“Is the past twelve months I have 
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Bleeding 
Gums 
Respond to. 
Oxygenation 


Recent studies interestingly point 
up the fact that inflamed gingival 
tissues need and respond to oxy- 
genation.! 


AMOSAN supplies more oxygen — 
Amosan (Sodium Peroxyborate 
Monohydrated Buffered with So- 
dium Bitartrate Anhydrous) sup- 
plies 550% more oxygen than 
Sodium Perborate N.F.? Low sur- 
face tension (37.3 dynes per cm.) 
of AMOSAN solution promotes 
pocket penetration. 


AMOSAN is a 93.3% effective 
adjunct in treating gingival irri- 
tation2— Amosan is a concen- 
trated oxygenating agent that 
combats anaerobic oral bacteria 
and instantly supplies millions of 
tiny bubbles of oxygen needed by 
inflamed gingivae. 

A rigidly controlled double-blind 
study at a leading medical center? 
showed Amosan to be 93.3% 
effective in the treatment of in- 
flamed bleeding gums. 

At the first sign of bleeding gums, 
gingival recession or tooth mobil- 
ity, use, recommend and prescribe 
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Oxygen uptake by normal and inflamed gingiva 
and saliva. Schrader and Schrader. Helvets. 
odont. acta. 1:13-16, (April) 1957. 


. Behrman, S. J.; Fater, S. B.; Grodberg, D. L.; 


An Evaluation of Oxygenating Agents in the 
Treatment of Gingival Inflammation. J. Dent. 
Med., (October) 1958. 


. The New York Hospital—Cornell Medical 


Center. Presented as a Scientific Exhibit 
at the American Dental Association 
Annual Session, (November) 1957. 


Samples and professional literature available upon request. 
THE KNOX COMPANY 1400 Cahuenga Bivd., Los Angeles 28, California vA Fort Erie, Ont., Canada 





seen no fewer than five patients who 
had collapsed with substernal pain and 
shock while they were watching tele- 
vision. In each case there was a reason- 
able presumption of coronary oc- 
clusion, but in none was this diagnosis 
confirmed. Three were subsequently 
proved to have hiatus hernia and the 
remaining two were left with the label 
of vaso-vagal attack. The link between 
these cases was that each was a man 
who had eaten a heavy meal shortly 
before the attack commenced, and had 
then sat down in a low chair to watch 
the programme. One of the patients 


with hiatus hernia had injudiciously 
consumed two bottles of a popular 
fizzy drink in quick succession shortly 
before he was taken ill. All of them 
recovered in due course. 

“The occurrence of these misad- 
ventures draws attention to a tele- 
vision hazard. The viewer has a tend- 
ency to select a ‘comfortable’ armchair 
which is low and deep from front to 
back and the seat sometimes even 
slopes backwards, so that the buttocks 
are below the level of the knees. This 
attitude is mechanically unsound, for 


(Continued on page 381) 
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For Dentists 


and Physicians 


How to Sharpen your DIAGNOSTIC SKILL 


The information from a shelf of textbooks has 
been compressed into the easily-read, rotating 
1114” dial chart, ORAL D1acnostic Siens. Use of 
the chart will save you hours of searching through 
reference material. 

The mouth is a mirror that reflects the mani- 
festations of many systemic diseases. One hun- 
dred of these system diseases are included on 
OrAL Dracnostic Sicns. The lesions that may 
appear on the lips, buccal mucosa, tongue, gingi- 
va, and palate are described on the chart. 

The dentist encounters lesions of the mouth 
that should alert him to consider diseases of 
nutritional or hormonal imbalance, of malig- 
nancy, of bacterial or viral origin. In such cases, 
the dentist should refer the patient to the physi- 
cian for more thorough examination and treat- 


ment. The physician observes lesions of the 


| 
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Please send me copies of the chart, 





OrAL Dracnostic Signs at $1.98 per copy. 
[] I enclose check [J I enclose money order 


[] Please bill me through my dental dealer 


Dr. 


mouth that may be of mechanical or local infec- 
tive origin. In such cases, the physician should 
refer the patient to the dentist for definitive 
treatment. 

The dentist, because he often sees the patient 
before the physician sees him, has the opportu- 
nity to become an important member of the 
health team by detecting the early expressions of 
systemic disease. Early detection and treatment 
of these conditions will save lives! 

Every dentist and physician—whatever his 
specialty or field of particular interest—should 
have a copy of this important diagnostic aid! 
Send for your copy today! 

OrAL D1acnostic Sicns has been prepared by 
Edward J. Ryan, D.D.S., Editor of Dental Digest, 
and E. Cheraskin, M.D., D.M.D., Professor of 
Oral Medicine, University of Alabama. 
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it is bound to lead to upward pressure 
on the diaphragm, particularly when 
the stomach is overfull. The old- 
fashioned straight-backed chair with 
a firm seat is far more suitable for 
viewing. The average console model is 
so constructed that the screen is much 
too close to the floor, with the result 
that the viewer is compelled to sit in 
a low chair or else to look downwards 
at the picture, and this can become a 
strain if this position is maintained 
for long. It would encourage proper 
seating if screens were set consider- 
ably higher than is usual at present, 
with the center of the screen at least 
42 inches (77 centimeters) from the 
floor. 

“It is to be noted that the effort of 
viewing is not necessarily a relaxation 
in the physical sense of the term. The 
man sitting down reading a book is 
able to relax because he can choose his 
own pace, but the viewer is necessarily 
carried along at the pace set by the 
producer, so that he is likely to be- 
come tense at times according to the 
type of programme being watched.” 

Since man adopted an_ upright 
stance back millions of years in bio- 
logic history he has had to battle all 
manner of temptations to maintain a 
satisfactory posture. In the present 
day he has to struggle with beds that 
are too soft, with automobiles that are 
too low, with chairs that are too easy. 
The slouch, the slump, the sway are 
common patterns of ambulation. 

Occasionally a parent harasses a 
child to “stand up straight,” “chest 
out-belly in,” “keep your belly button 
and your breastbone in a straight 
line,” “broaden and lengthen your 
back.” There are probably other 
family slogans and regional variants 
of these parental orders, but the fact 
is all of them seem to be going out of 
style. If parents are still making an 
issue of proper posture I seem to be 
associating with a group that is dif- 
ferent. The parents that I know seem 
to be content to let their too tall and 
too heavy children assume any kind of 
slouch and slump that seems to be 
comfortable. Watch them walk, their 
posture at the table, their sprawl be- 


| fore the TV screen for ghastly ex- 


amples. 


A poor posture does not encourage 
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good circulation or muscle tone. When 
circulation is inadequate we may ex- 
pect thromboses to develop whenever 
blood vessel walls begin to lose their 
elasticity. Unfortunately, atherosclero- 
sis begins much earlier than we 
usually believe. Studies among sol- 
diers killed in battle in Korea demon- 
strated that advanced hardening of the 
coronary arteries was found in youths 
in their early twenties. “A person is as 
young as his arteries,” still makes 
good biologic sense. 

Poor posture is a mechanical form 
of cutting off circulation by distorting 
the vessel-tube; like twisting a garden 
hose to cut down the flow of water. So 
long as the tube retains elasticity the 
blood supply to vital parts is adequate. 
When the tube becomes hardened by 
the relentless process of aging it can 
no longer stand up under the forces of 
distortion. Something has to give. The 
tube breaks (hemorrhage) or the in- 
ternal stresses create irregularities in 
the lumen that encourage sludging or 
clotting of the circulating blood 

(Continued on page 384) 
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“Pyorrhea and Vincents Infec- 
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“Our D-1 Oral Gent and our D-3 
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pain and aid rapid healing to 
the patient. 
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Form to be Used by Contributors 


To: Clinical and Laboratory Sugges- 
tions Editor 


DENTAL DIGEST 
708 Church Street 


Evanston, Illinois 


From: 








Subject 





Explanation of Procedure: 


Sketch: 


Suggestions submitted cannot be ac- 
knowledged or returned. 


$10 will be paid on publication for 
each suggestion that is used. 
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See second cover D.D.8 





UNIVERSAL DENTAL Co. 


48TH AT Brown Sts., PHILADELPHIA 39, Pa. 
Please send Univac-Verident Dual-Dial 
Color Guide. 





Dr. 





tiie copies of YOUR TEETH AND YOUR LIFE 


City 








See page 337 


Ext Litty & Company 
INDIANAPOLIS 6, INDIANA 


Please send information on Darvon. 





Dr. 


Address 





City 








See page 338 D.D8 


MYERSON TootH CORPORATION 
91 HAMILTON St., CAMBRIDGE 39, Mass. 


Please send me new shade guide and 
new mould chart. 


Dr. 








Address 


RECEPTION ROOM USE 


Here is an opportunity of obtaining not only ethical but also ideal material 
for use in your patient-education program. One thousand copies of “Your 
Teeth and Your Life” could easily take care of all your requirements for the 
next several months. And the cost is only $40, representing a 20% discount off 
the regular price. 

























There are ten two-color charts in “Your Teeth and Your Life” which tell 
in an easily understood manner the wisdom of periodic dental care and the 
danger of neglect. 


The pamphlet can be used in five different ways: (1) distribution to patients 
upon dismissal; (2) reception room reading; (3) monthly statement en- 
closure; (4) distribution during talks before Parent-Teacher groups; (5) 
aggre with patient-recall cards. It is wonderfully effective in any of 
these uses. 











The coupon is for your convenience. Order your copies now for immediate delivery. 








City 





See pages 340, 341 D.D8 


Tuos. Leemine & Co., Inc. 


Dental Digest, 1005 Liberty Ave., Pittsburgh 22, Pa. 


[] Please send me 1000 copies of “Your Teeth and Your Life” immediately. I enclose 
$40, or ([] bill my dealer. 


[} Please send me 100 copies of ‘‘Your Teeth and Your Life’ for which I enclose $5. 
Or (] bill my dealer. 
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155 East 447TH St., New York 17, N.Y. ie 
Address 
Please send me descriptive and reprint 
material on Thermodent Tooth Paste. City 
Dealer 
Dr. — 
a ee 
See page 342 D.D.8 | See page 372 D.D8 
City PETER, Stronc & Co., INc. CoLuMBIA DENTOFORM Corp. 
207 E. 37TH St., New York 16, N.Y. 131 East 23rp St., NEw York 10, N.Y. 
See page 342 D.D.8 
Please send further information about Please send catalog No. 33. 
Peter, Strone & Co., INc. the Benzodent Treatment. 
207 E. 37TH St., NEw Yor«k 16, N.Y. 
Please send further information about 
eer . Dr. - 
Profie prophylaxis materials. Dr 
Dr. 
a Address —" 
Address __... 
SR custtnnbndiemaainll TTA PIS Ee At eR TEN NT 
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DENTAL DIGEST! 





